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 This visit was a revisit for an ESRD 

Recertification Survey completed on 4/29/13, 

4/30/13, 5/1/13, 5/2/13, and 5/3/13. 

Survey date:  6-12-13

Facility:  005981

Medicaid Vendor:  100147640B

Surveyor:  Bridget Boston, RN, PHNS

Five (5) conditions and twenty-three (23) standard 

level deficiencies were found corrected during 

this survey.

Comprehensive Renal Care-Hammond was 

found to be in compliance with the Conditions for 

Certifications for ESRD facilities 42 CFR Part 

494.  
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